In a combined clinical, radiological, and laboratory study of 77 patients throughout the leprosy spectrum, 10 patients had an enthesitis which has not been described previously as far as is known and which was not associated with the characteristics of erythema nodosum leprosum reactions. C reactive protein and a, acid glycoprotein values were significantly lowered only in those patients with leprosy and enthesitis. No radiological abnormalities were found.
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Charcot joints and the arthritis associated with erythema nodosum leprosum reactions are well recognised features of leprosy. ' 2 Rarely has an arthritis mainly affecting the joints of the wrists, elbows, knees3 and proximal joints4 5 been recorded. We have previously described a chronic peripheral polyarthritis in the absence of erythema nodosum leprosum reactions, throughout the leprosy spectrum,67 which was erosive in some patients. As far as we know, no studies have focused on the enthesis, the site of attachment to bone of tendon, ligament, or joint capsule.
In a study concentrating on the synovial joints of patients with active leprosy infection7 patients were examined clinically and radiologically for an enthesopathy.
Patients and methods Seventy seven patients (49 men, 28 women) with a mean age of 35-6 (SEM 14-9) years and a mean duration of leprosy infection of 9-6 (SEM 7-6) years were studied ( The following sites of entheses were examined: the nuchal crests, the manubriosternal joint, the costochondral joints, the greater tuberosity and the medial and lateral epicondyles of the humerus, the iliac crests and the anterior iliac spines, the greater trochanter of the femur, the tibial tuberosities, the adductor tubercles, the medial and lateral condyles of the femur and tibia, the head of the fibula, the calcaneal insertions of the plantar fascia and the Achilles tendons, and the anterior posterior iliac spines. The enthesis index9 and the Ritchie articular indexl' were recorded for all patients.
Patients with Charcot's arthropathy and those whose limbs were abnormal on clinical neurological examination were excluded from this study. A The history was that of an insidious development of pain and stiffness at the site of the 
Discussion
As far as we know, the enthesopathy described in this study has not been reported before in patients with leprosy. A few studies have focused on the musculoskeletal aspects of leprosy1-7 but none on the systematic examination of the entheses. This may be because there has been no validated protocol reported until recently.9 The enthesitis described here was not localised to any specific site in any specific pattern, nor was it associated with past or present symptoms of an arthritis. This suggests that different mechanisms may be responsible for the musculoskeletal manifestations in leprosy, rather than there being a spectrum of symptoms and signs.
The most common cause for an isolated lesion at the enthesis is trauma. Inflammatory disease at several entheses raises the possibility that one of the seronegative spondarthritides might have been responsible, but absence of evidence in the past history, family history, clinical presentation, and examinaion, supported by normal sacroiliac joint radiographs in three patients, make this unlikely. The overt manifestations of the seronegative spondarthritides may not present for many years, however, making it difficult to refute this suggestion entirely.
The incidence of IgM rheumatoid factor is often high in Third World countries and in patients with leprosy. '6 17 In this study two of 10 (20%) patients with leprosy and enthesitis had a positive IgM rheumatoid factor in their serum compared with 22 of 33 (66%) patients with leprosy without any musculoskeletal problems. The number of patients with an enthesitis is too small, however, to determine whether there is an association with IgM rheumatoid factor. Although rheumatoid arthritis cannot be excluded, no patient with an enthesitis was suffering from an arthritis or clinically apparent vasculitis. The large number of patients, the predominance of men, and the lack of extra-articular manifestations of rheumatoid arthritis also make this possibility unlikely.
All but one patient had lepromatous leprosy. Possibly, this enthesitis is a manifestation of chronic erythema nodosum leprosum. The lack ofa temporal correlation with erythema nodosum leprosum and the absence of clinical signs of that lepra reaction suggest that this is not the case. increase in C reactive protein would be expected, as seen in patients with leprosy and arthritis,2 6 7 rather than a decrease as we report here. An alternative explanation is reduced synthesis of both reactants.
Owing to the isolated environment of the leprosy colony no details of the incidence or prevalence of an enthesitis in patients with leprosy is available. This study highlights the possibility that an enthesitis may be a facet of leprosy infection and that significantly low concentrations of a, acid glycoprotein and C reactive protein may mark the enthesitis in patients with leprosy.
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